The purposes of this study were to assess lifetime and recent exposure to various life events among undergraduate and community college students and to assess the relation between event exposure and a broad range of outcomes (i.e., mental and physical health, life satisfaction, grade point average). Undergraduate students from a midwestern university (N ϭ 842) and a community college (N ϭ 242) completed online measures of lifetime event exposure and outcomes at Time 1 and recent event exposure at Time 2 two months later. Life events assessed included events that did and did not meet the definition of a traumatic event (i.e., posttraumatic stress disorder Criterion A1) in the Diagnostic and Statistical Manual of Mental Disorders (4th ed., text rev.; DSM-IV-TR; American Psychiatric Association, 2000) as well as directly (e.g., own lifethreatening illness) and indirectly (e.g., others' illness) experienced events. Students reported experiencing many lifetime and recent Criterion A1 and non-A1 events, and community college students reported more events than did university students. Generally, individuals who reported more lifetime events also reported poorer outcomes (e.g., poorer health). The number of non-Criterion A1 and directly experienced events tended to be more strongly correlated with negative outcomes than were the number of Criterion A1 and indirectly experienced events reported. These findings suggest that non-A1 events are important to assess and can be significantly related to outcomes for students.
Critique of the Literature
Although these data suggest that many students have been exposed to PTEs, the data are limited in several respects. First, most studies focus exclusively on events that meet the definition of a traumatic event (i.e., Criterion A1) in the Diagnostic and Statistical Manual of Mental Disorders (4th ed., text rev.; DSM-IV-TR; American Psychiatric Association, 2000): experiencing, witnessing, or being confronted with an event that involved actual or threatened death or serious injury or a threat to physical integrity. As a result, events that do not meet that definition (i.e., nonCriterion A1 events) are rarely assessed. However, studies in community (e.g., Anders, Frazier, & Frankfurt, 2011) and undergraduate (e.g., Anders, Shallcross, & Frazier, 2012) samples have found that events that do not meet the DSM-IV-TR definition of trauma (i.e., non-Criterion A1 events), such as relationship dissolution and infidelity, are associated with similar levels of PTSD symptoms as Criterion A1 events. PTEs involving meaningful or on-going relationships may be uniquely distressing because they threaten the fundamental human need to belong (Baumeister & Leary, 1995) . These kinds of events are associated with greater risk for PTSD (Charuvastra & Cloitre, 2008) and are also frequently nominated as worst lifetime events (e.g., Anders et al., 2012) . Further, most studies assess non-Criterion A1 events with one open-ended question (e.g., Gold, Marx, Soler-Baillo, & Sloan, 2005) . Without systematic assessment, it is impossible to determine whether exposure to certain non-A1 events is associated with more dysfunction compared to other events. Additionally, only one study (Anders et al., 2012) reported prevalence rates for individual non-A1 events. More systematic assessment of non-A1 events in undergraduate students is essential to better serve these individuals.
Second, although the DSM-IV-TR indicates that Criterion A1 events can be directly (e.g., own life-threatening illness) or indirectly (e.g., other's life-threatening illness) experienced, this dimension is rarely assessed. Most existing studies find higher rates of PTSD symptoms in participants who directly, rather than indirectly, experienced an event, although the findings are somewhat mixed. For example, in one study, directly experienced events were associated with higher rates and symptoms of PTSD than were indirectly experienced events . Only one study has addressed this issue in undergraduate students (Frazier et al., 2009) . This study, which focused exclusively on Criterion A1 events, found no differences between directly and indirectly experienced events in terms of PTSD symptoms. Thus, additional research is needed on this dimension, especially with regard to non-Criterion A1 events.
Third, most studies of PTEs among undergraduate students assess PTSD, and they occasionally assess other negative mental health variables such as depression or anxiety. However, given evidence from community samples that there are other important sequelae of PTEs and counseling psychology's interest in adjustment beyond psychopathology, it is important to assess additional outcomes. For example, to our knowledge, no studies address the link between PTE exposure and physical health in undergraduate students despite the robust links between exposure to PTEs and physical illness in community samples (e.g., Felitti et al., 1998) . Because undergraduate students tend to be younger and presumably healthier than community samples, the association between PTE exposure and physical health may be different in this population. Only two studies (Malinauskas, 2010; Perna, Ahlgren, & Zaichkowsky, 1999) have assessed life satisfaction in undergraduate students in relation to event exposure. Because both assessed college athletes, their findings may not generalize to undergraduates as a whole. Finally, academic outcomes in undergraduate students have been studied following exposure to both Criterion A1 and non-A1 events, but findings have been mixed. Some found the PTE exposure to be unrelated to academic performance (Rosenthal & Wilson, 2003) , whereas others found that graduation rates dropped off sharply with each additional stressful life event experienced outside college (Cox & Reason, 2011) .
A fourth limitation is that most studies assess lifetime PTE exposure rather than event exposure during the college years. One exception found that 21% of a large sample of undergraduate students reported a PTE during a 2-month period in college (Frazier et al., 2009) . Although lifetime exposure to PTEs is important, it also is important for campus personnel to be aware of the events that students are experiencing while they are on campus.
Finally, to our knowledge, no studies have examined PTEs in community college students, despite the large number of students enrolled at these institutions (American Association of Community Colleges, 2011). Community college students differ from undergraduate students at universities in numerous ways, including being less likely to persist to the second year, being older, being more likely to be minority students, and being less academically prepared (McIntosh & Rouse, 2009) . Given these other differences, community college students may also have experienced different types or levels of PTEs over their lifetimes.
Present Study
To address these limitations, we assessed lifetime and recent exposure to a broad range of Criterion A1 and non-Criterion A1 directly and indirectly experienced events. We assessed lifetime event exposure at Time 1 (T1) and event exposure over a 2-month period at Time 2 (T2). We assessed students at a large midwestern university and a community college, which allowed us to compare event exposure across students at the two types of schools. To broaden the range of outcomes we assessed PTSD symptoms, depression and anxiety, life satisfaction, physical health, and grade point average (GPA).
Our hypotheses were as follows. First, we hypothesized that the majority (more than 75%) of our total sample would report exposure to at least one Criterion A1 and one non-A1 event in their lifetime and that rates would be higher in community college than undergraduate students. Second, we expected that the number of lifetime events reported would be associated with worse mental and physical health, lower life satisfaction, and worse grades at T1, and that these relationships would be stronger for the number of directly (than indirectly) experienced events as in previous research (e.g., Brewin, Andrews, & Valentine, 2000) . Third, we predicted that the number of Criterion A1 and non-A1 events experienced would have similar relations to the outcome measures. Finally, we hypothesized that more than 25% of our sample would report event exposure between T1 and T2 (based on Frazier et al., 2009) .
Method

Participants and Procedures
Baseline data were collected from undergraduate students at a large public university (N ϭ 842) and from community college students (N ϭ 242). Follow-up data were gathered 2 months later (T2) from 789 students (73% response rate). At T1, in the total sample, most (74%) participants were between 18 and 21 years of age and were female (75%). Most of the sample (75%) identified as European American/White, 14% as Asian American, 4% as African American, 1% as Middle Eastern/Arab American, 1% as Hispanic/Latina(o)/Mexican American, and 3% as multi-racial. An additional 3% identified their racial background as "other." Sample characteristics of the T2 sample were similar: 76% were between 18 and 21 years of age, 75% were female, and 80% were European American/White. All participants completed online surveys for extra credit in a wide variety of psychology courses and were recruited via their instructors, through online and paper advertisements, and by research assistants who visited their classrooms.
Chi-square tests were conducted to compare the samples from the two schools with regard to age, gender, and race. There were no significant differences in gender; however, the community college sample was significantly older, 2 (4) ϭ 146.54, p Ͻ .001 (49% of the community college sample were 18 -21 years of age compared to 82% of the university sample), and had somewhat more African American students (9% vs. 2%) and had somewhat fewer Asian American (11% vs. 15%) and Caucasian (70% vs. 76%) students, 2 (7) ϭ 37.34, p Ͻ .001. Chi-square tests also were conducted to compare the demographic characteristics of those who did and did not complete the T2 survey. There were no significant differences in gender; however, there were significant racial/ethnic differences, 2 (7) ϭ 37.64, p Ͻ .001, and age differences, 2 (4) ϭ 8.78, p ϭ .03. Specifically, White students were more likely to complete T2 (77%) than students from other racial groups (e.g., African American: 62%; Asian/Asian American: 60%), and students more than 40 years of age were more likely to complete T2 (90%) than younger students (i.e., 18 -21-year-olds: 75%; 22-30-and 31-40-year-olds: 67%). The university (n ϭ 638; 76% response rate) students also were more likely to complete T2 than were the community college (n ϭ 151; 62% response rate) students, 2 (1) ϭ 16.98, p Ͻ .001.
Measures
The data reported here are part of a larger study. Only measures relevant to this study are reported here. All measures were completed at T1 with the exception of the event exposure measure, which was completed at both T1 and T2.
Demographics. Questions were asked regarding age, gender, and race.
Stressful events. At T1, lifetime exposure to 47 stressful life events (plus one "other" event) was assessed. The Traumatic Life Events Questionnaire (TLEQ; Kubany, 2004) was administered, which is composed of 22 primarily Criterion A1 events (e.g., life threatening illness, sexual assault) and a question regarding the experience of any "other" events that were disturbing or distressing. Participants indicated whether they had experienced each event during their lifetime. Evidence for the validity of the TLEQ exists in the form of comparisons between answers across time points as well as comparisons of answers with interviews (Kubany, 2004) . To assess non-Criterion A1 events, we administered a previously constructed 18-event checklist developed from openended responses to questions about event exposure in another sample (see Anders et al., 2012 , for a complete description). An additional seven events were added based on responses to an open-ended question in a subsequent pilot study (e.g., close other struggling with chemical use). At T2, six event categories representing childhood events were eliminated; thus, at T2, participants indicated whether they had experienced each of 42 events and any "other" event since completing the T1 survey. Because six of the 48 events could be considered "personal mental health events" (i.e., lonely, socially isolated, homesick, own substance abuse, own mental health struggles, own substance abuse struggles), which could inflate the relations between event exposure and outcomes, analyses were conducted both with and without these events. Because the results were virtually identical, we report the analyses using all measured events, and the one instance in which results differed is noted in the text.
The number of events reported was measured using the expanded events checklist by summing the number of total events endorsed by each participant. The number of Criterion A1 and non-Criterion A1 and directly and indirectly experienced events were similarly measured by summing these events experienced during the lifetime (see Table 1 for more information on which events were classified into each category).
PTSD symptoms.
The PTSD Checklist-Specific Version (PCL-S; Weathers, Litz, Herman, Huska, & Keane, 1993 ) is a 17-item self-report measure consisting of items that assess the symptom criteria for a PTSD diagnosis according to the DSM-IV-TR. Participants responded to items in terms of their selfnominated most distressing lifetime event. Items were rated on a 5-point scale ranging from 1 (not at all) to 5 (extremely) with regard to the previous 2 weeks. The cutoff for probable PTSD is a score of 50 or greater (Weathers et al., 1993) . The diagnostic efficiency (i.e., the proportion correctly diagnosed) of that cutoff score has ranged from .74 to .96 in five studies (Lang, Laffaye, Satz, Dresselhaus, & Stein, 2003) . A recent study (Adkins, Weathers, McDevitt-Murphy, & Daniels, 2008) of the psychometric properties of several measures of PTSD symptoms in college students revealed strong support for the test-retest and internal consistency reliability and convergent validity of scores on the PCL-S. The alpha coefficient for scores on the total PTSD symptom severity scale was .92 at T1.
General distress. We included the Depression, Anxiety, and Hostility subscales of the Brief Symptom Inventory (BSI; Derogatis, 1993) to assess general distress. Items were rated on a 5-point scale ranging from 1 (not at all) to 5 (extremely). Scores on these subscales have been shown to be reliable in other college samples ␣ ϭ .92) . Internal consistency reliability of scores in this sample was .92.
Life satisfaction. The five-item Satisfaction With Life Scale (SWLS; Diener, Emmons, Larsen, & Griffin, 1985) was included to assess subjective well-being. Items were rated on a 7-point scale ranging from 1 (strongly disagree) to 7 (strongly agree). Scores on the SWLS have a 2-month test-retest correlation coefficient of .82 and a coefficient alpha of .87 (Diener et al., 1985 GPA. Participants were asked to provide their current GPA on a 1-4 scale. We also obtained the actual GPAs of the university students from the registrar's office. Because the correlation between actual and self-reported GPA was high (r ϭ .74), to include GPA data for all students, analyses used self-reported GPA.
Results
Preliminary Analyses and Overview
At T1, scores on all continuous variables were checked for outliers using Grubb's test. One person each for the PCL-S, BSI, and number of T1 Criterion A1 events had scores more than 3 SDs away from the mean, and these scores appeared like outliers on visual inspection. These scale scores were Windsorized (i.e., changed to the next closest score).
Prevalence of Lifetime Event Exposure at T1
Nearly all (99%) of the T1 participants reported experiencing at least one lifetime event. The most common events overall were someone saying hurtful things behind your back (81%), someone breaking an important promise (67%), a close other being unsupportive (66%), and being physically or verbally bullied (62%). The mean number of total lifetime events was 15.48 (SD ϭ 7.43; range ϭ 0 -45).
Non-Criterion A1 events. The lifetime prevalence rates for the non-A1 events ranged from 82% (others saying hurtful things) to 4% (self or partner miscarriage; see Table 1 for complete prevalence data). The mean number of non-Criterion A1 events reported over the lifetime was 10.99 (SD ϭ 4.9; range ϭ 0 -23), and 99% reported at least one non-Criterion A1 event. All of the non-A1 events except for four events were endorsed by more than 15% of the sample. Every non-Criterion A1 event was reported by a higher percentage of the community college than the university sample. Chi-square tests revealed that the differences between the two samples were significant at an adjusted alpha level of .002 (.05/24) for six of the 24 non-Criterion A1 events (i.e., psychological or emotional mistreatment, close other's substance abuse, unrequited love, cheated on by romantic partner, own substance abuse, self/partner abortion). The biggest difference was in terms of being psychologically or emotionally mistreated (74% of the community college sample and 54% of the university sample). The community college sample also reported a higher total number of non-Criterion A1 events (M ϭ 12.53, SD ϭ 5.23) than the university sample (M ϭ 10.54, SD ϭ 4.71), t(1082) ϭ -5.66, p Ͻ .001, d ϭ 0.40.
Criterion A1 events. The prevalence rates for the Criterion A1 events ranged from 48% (unexpected death of a close other) to 3% (living or working in a war zone; see Table 1 ). The mean number of Criterion A1 events reported (not including "other" events) was 3.08 (SD ϭ 2.48; range ϭ 0 -14), and 89% reported at least one Criterion A1 event. All but two (i.e., natural disaster and life-threatening illness) of the Criterion A1 events were reported more often by the community college sample. Chi-square tests revealed that these differences were significant for 10 of the 20 Criterion A1 events at the p Ͻ .002 level (i.e., witnessing family violence, being threatened, being physically hurt by a romantic partner, witnessing someone being beaten, childhood physical abuse, forced sexual contact between 13 and 18 years of age, robbed or mugged with threat of force, being beaten up, forced sexual contact before 13 years of age by someone close in age, forced sexual contact before 13 years of age by someone at least 5 years older). The biggest difference was in terms of witnessing family violence (39% vs. 27%). The community college sample also reported a higher total number of Criterion A1 events (M ϭ 4.00, SD ϭ 3.00) than the university sample (M ϭ 2.82, SD ϭ 2.34), t(1082) ϭ -6.71, p Ͻ .001, d ϭ 0.44.
Other events. There were four events that could not be clearly categorized as Criterion A1 or not. These included "other" events that individuals wrote in on the TLEQ, another person's serious mental health problem, own suicidality, and own mental health problems. These events also were common (reported by 18%-52% of the total sample) and were more common among the community college sample. One of the between-group differences was statistically significant at the p Ͻ .002 level (i.e., own suicidality). Table 2 presents correlations between the lifetime event exposure measures and current functioning. As predicted, individuals who reported more Criterion A1, non-A1, direct and indirect, and total lifetime events reported poorer current functioning in terms of mental health, physical health, and GPA, with effect sizes in the small to medium range (rs ϭ -.11 to .42). Unexpectedly, the number of lifetime non-Criterion A1 events reported was more strongly related to outcomes than was the number of lifetime Criterion A1 events reported for four of the six measures: PTSD z ϭ -2.05, p ϭ .02; Distress z ϭ -4.12, p Ͻ .001; Life Satisfaction z ϭ 2.43, p Ͻ .01; and SF-12 Mental Health z ϭ 2.48, p Ͻ .01. For five of the six outcome measures, the number of directly experienced events was significantly more strongly related to outcomes than was the number of indirectly experienced events: PTSD z ϭ 2.85, p Ͻ .01; Distress z ϭ 4.21, p Ͻ .001; Life Satisfaction z ϭ -3.68, p Ͻ .001; SF-12 Mental Health z ϭ -4.69, p Ͻ .001; and SF-12 Physical Health z ϭ -3.45, p Ͻ .001.
Correlations Between Number of Lifetime Events and Current Functioning
Mean scores on the outcome variables also are included in Table  2 . The mean PTSD symptom severity score was 31.12 in the total sample, with 82 individuals (8%) meeting or exceeding the cutoff score (50) for PTSD. There was a significant difference in PTSD symptoms between the two samples, with community college students reporting significantly more PTSD symptoms (M ϭ 33.73, SD ϭ 13.57) than university students (M ϭ 30.47, SD ϭ 12.82), t(1073) ϭ -3.05, p ϭ .002, d ϭ 0.25, but no significant differences in rates of PTSD (15% vs. 11%). Community college students also reported significantly worse physical health (M ϭ 81.64, SD ϭ 17.91) than university students (M ϭ 85.53, SD ϭ 14.66), t(1073) ϭ 3.44, p ϭ .001, d ϭ -0.24, and significantly lower life satisfaction (M ϭ 4.54, SD ϭ 1.44 vs. M ϭ 4.94, SD ϭ 1.38), t(1068) ϭ 3.91, p Ͻ .001, d ϭ -0.28. There were no significant differences between schools on the BSI, on the MCS, or for self-reported GPA (all ps Ͼ .10).
Event Exposure Between T1 and T2
Given the broad range of events assessed, most (70%; n ϭ 551) of the T2 participants reported experiencing at least one event between T1 and T2. The most common events overall were a close other being unsupportive, experiencing loneliness for an extended period of time, someone saying hurtful things, and witnessing the maltreatment of a close other. The mean number of total events experienced between T1 and T2 was 2.51 (SD ϭ 4.08; range ϭ 0 -26).
Non-Criterion A1 events. The prevalence rates for the non-A1 events between T1 and T2 ranged from 20% (close other being unsupportive) to 0.3% (self/partner miscarriage; see Table 3 for complete prevalence data). The mean number of total nonCriterion A1 events reported between T1 and T2 was 1.98 (SD ϭ 3.22; range ϭ 0 -18), and 59% reported at least one non-Criterion A1 event. Every non-Criterion A1 event except one (emotional/ psychological mistreatment) was reported by a higher percentage of the community college than the university sample. None of the differences between the two samples were significant at the .002 (.05/24) level for the 24 non-A1 events, although the community college sample reported more total non-A1 events between T1 and T2 (M ϭ 2.52, SD ϭ 3.67) than the university sample (M ϭ 1.81, SD ϭ 2.96), t(787) ϭ -2.5, p Ͻ .01, d ϭ 0.21.
Criterion A1 events. The prevalence rates for the Criterion A1 events ranged from 6% (sudden death of a close other) to 0.4% (living or working in a war zone, motor vehicle accident, and being beaten up by a stranger; see Table 3 ). The mean number of total Criterion A1 events reported (not including "other" events) was 0.36 (SD ϭ 0.74; range ϭ 0 -5), and 27% reported at least one Criterion A1 event. Nine of the 15 Criterion A1 events were reported by a higher percentage of the community college than the university sample; none of these differences were significant at the .002 level. The community college sample also did not report more Criterion A1 events between T1 and T2 (M ϭ 0.42, SD ϭ 0.80) than the university sample (M ϭ 0.35, SD ϭ 0.72), d ϭ 0.09.
Other events. In addition, 12% of the participants reported "other" stressors on the open-ended question on the TLEQ. Between 4% and 8% of the total sample reported a close other's serious mental health problems, their own mental health problems, or their own suicidality as stressors in the past 2 months. There were no significant differences between the two groups in the prevalence of these events.
Discussion
The purpose of this study was to assess lifetime and recent exposure to Criterion A1 and non-Criterion A1 events and the association between event exposure and current functioning among students. Our study improved on previous research by using a checklist of a wide range of events, assessing recent event exposure, comparing event exposure in community college and university students, and assessing a variety of outcomes beyond PTSD. Key findings are discussed below, as well as limitations and future directions.
Exposure to Events
As expected, event exposure was very common. More than 50% of the participants endorsed 12 of the 24 non-A1 events during their lifetime, and at least 10% endorsed 11 of the 24 events between T1 and T2. Criterion A1 events were also commonly experienced over the lifetime, with more than 10% of the sample endorsing 13 of the 20 events, but were relatively rare between T1 and T2. These findings replicate previous research regarding the prevalence of non-A1 (Anders et al., 2012) and A1 (Frazier et al., 2009 ) events in students and highlight the importance of assessing non-Criterion A1 events. Furthermore, although relatively few participants experienced individual Criterion A1 events over the course of 2 months, many participants experienced either an A1 or non-A1 event over this short period. At both T1 and T2, community college students reported experiencing almost all of the events more frequently than did university students. To our knowledge, this is the first study to compare lifetime and recent event exposure between community college and university samples. These results suggest that community college students may be in particular need of outreach regarding exposure to stressful events and PTEs. 
Number of Events and Outcomes
Generally, individuals who reported more lifetime events also reported poorer outcomes in a range of areas, including greater PTSD symptom severity, more general distress, lower life satisfaction, poorer general health, and lower GPAs. Thus, students who have experienced these events may be having difficulties in domains beyond those typically assessed (e.g., PTSD symptoms). Although this was true for all types of events, the number of non-Criterion A1 and directly experienced events tended to be more strongly correlated with negative outcomes than were the number of Criterion A1 and indirectly experienced events reported, respectively, and there were multiple significant differences between these associations. This is consistent with the results of previous studies (e.g., Anders et al., 2011; Brewin et al., 2000) that have found significant relationships between the number of lifetime events experienced and PTSD symptoms, although it is the first study to examine differences in the relations between number of Criterion A1 and non-A1 and direct and indirect events and outcomes. These findings support our assertion that nonCriterion A1 events are important to assess because the cumulative experience of these events is more strongly related to many aspects of current functioning than is the cumulative experience of Criterion A1 events.
Limitations
Although this study improved on previous work, it is limited in certain ways. Our sample consisted of primarily White, female undergraduate students, which limits the generalizability of our results, although we did include a community college sample that was more diverse in age. Additionally, all of our students came from schools in the midwest, and thus our findings are not necessarily generalizable to other regions of the country where levels of socioeconomic status and exposure to events may differ. The number of symptoms endorsed by the participants on average was low, which also reduces the generalizability of our findings. Second, because of the large sample, we used all self-report measures rather than structured clinical interviews, which are the preferred methods of assessing PTSD and mental health functioning. Third, we do not currently have psychometric data on the new trauma questions we developed. Additionally, our data are correlational, and thus we cannot conclude that these events caused the outcomes. Although we did gather data on recent event exposure, the window of exposure was only 2 months, and it may be more illustrative to gather information on event exposure over a longer period of time.
Implications for Research, Training, and Practice
Our results have a number of implications for research, practice, and training. With regard to research, as mentioned, our finding that the number of non-A1 events experienced was more strongly associated with outcomes than was the number of A1 events, additional research on these events is important. In particular, given the low levels of symptoms reported by our sample, this finding needs to be replicated in more distressed samples. In addition, because so many students attend community college, and because there were many differences between community college and university students in event exposure, more research is needed in this population. Finally, including assessments of multiple important domains for college students beyond mental health will help us understand the role of event exposure in student adjustment.
With regard to practice, counselors and faculty members who work with undergraduate students need to be aware that most students have been exposed to both Criterion A1 and non-A1 events and that this exposure continues during the college years. Those working at community colleges are even more likely to have clients and students who have experienced and will experience a variety of stressful events or PTEs. Thus, counselors may want to assess past and current exposure to these events. Finally, because checklists are recommended to assess event exposure (e.g., Elhai, Ford, & Naifeh, 2010) , perhaps a few of the key non-A1 events could be added to event checklists and assessed at intake. For instance, because of the finding that non-A1 events (most of which are directly experienced, relationship-oriented events such as infidelity) are associated with greater symptom levels, some of these events could be added to an event checklist. Additionally, outreach programs could provide psychoeducation about how common these events are, how they might impact students, and where to find help in coping.
With regard to training, Courtois and Gold (2009) have recommended integration of trauma-related information in the entire psychology curriculum, particularly in introductory, developmental, abnormal/psychopathology, research methods, and neuropsychology courses. Further enhancements to counselor training could include information on the coping and emotional challenges associated with working with stress and trauma-related concerns (see Courtois & Gold, 2009 ). Finally, although exposure to stressful events and PTEs is very common and it is essential that training programs and counselors are aware that these experiences are normative in college-age populations, it also is important to emphasize that most people are resilient and have natural coping mechanisms that prevent serious chronic problems from arising.
